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K0000  

 

A Life Safety Code Recertification 

and State Licensure Survey was 

conducted by the Indiana State 

Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  05/31/11

Facility Number:  002280

Provider Number:  155723

AIM Number:  NA

Surveyor:  Lex Brashear, Life Safety 

Code Specialist

At this Life Safety Code survey, 

River Pointe Health Campus was 

found not in compliance with 

Requirements for Participation in 

Medicare, 42 CFR Subpart 

483.70(a), Life Safety from Fire 

and the 2000 edition of the 

National Fire Protection 

Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 

IAC 16.2.

This two story facility was 

determined to be of Type V (111) 

construction and was fully 

K0000 The submission of this plan of 

correction does not indicate an 

admission by River Pointe Health 

Campus that the findings and 

allegations herein are an accurate 

and true representation of the 

quality of care and services 

provided to the residents of River 

Pointe Health Campus.  This 

facility recognizes it's obligation to 

provide legally and medically 

necessary care and servies to its 

residents in an economic and 

efficient manner.The facility 

hereby maintains it is in 

substantial compliance with the 

requirements of participation for 

comprehensive health care 

facilities.To this end, this plan of 

correction shall serve as the 

credible allegation of compliance 

with all state and federal 

requirements governing the 

management  of this facility.  It is 

thus submitted as a matter of 

statute only.We are also 

requesting paper compliance for 

the follow up on this plan of 

correction.

 

_____________________________________________________________________________________________________

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to 

continued program participation.
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sprinklered.  The facility has a fire 

alarm system with smoke 

detection in the corridors, spaces 

open to the corridors, and 

resident rooms.  The facility has a 

capacity of 60 and had a census of 

56 at the time of this survey.

Quality Review by Robert Booher, REHS, Life 

Safety Code Specialist-Medical Surveyor on 

06/06/11.

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:

K0029 One hour fire rated construction (with ¾ hour 

fire-rated doors) or an approved automatic fire 

extinguishing system in accordance with 8.4.1 

and/or 19.3.5.4 protects hazardous areas.  

When the approved automatic fire 

extinguishing system option is used, the areas 

are separated from other spaces by smoke 

resisting partitions and doors.  Doors are 

self-closing and non-rated or field-applied 

protective plates that do not exceed 48 inches 

from the bottom of the door are permitted.     

19.3.2.1

SS=E

Based on observation and 

interview, the facility failed to 

ensure 1 of 8 hazardous area 

room doors, such as a room over 

50 square feet containing a large 

amount of combustible material, 

K0029 K 0029No residents suffered any 

ill effects from the deficient 

practice.  There were 16 

residents that had the potential to 

be affectd by the deficient 

practice.A self closing door was 

installed on the maintenance 

door.

06/16/2011  12:00:00AM
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was equipped with a self closing 

device on the door.  This deficient 

practice could affect any of the 16 

residents, as well as staff and 

visitors while in the 400 Unit.

Findings include:

Based on observation on 

05/31/11 at 10:25 a.m. during a 

tour of the facility with 

Maintenance Supervisor, the 

Maintenance Shop, formally a 

resident room and over one 

hundred square feet in size, was 

full of combustible material 

including cardboard boxes, paper, 

plastic, and chemical supplies.  

The door to this room was not 

provided with a self closing 

device.  This was acknowledged by 

the Maintenance Supervisor at the 

time of observation.

3.1-19(b)
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K0050 Fire drills are held at unexpected times under 

varying conditions, at least quarterly on each 

shift.  The staff is familiar with procedures and 

is aware that drills are part of established 

routine.  Responsibility for planning and 

conducting drills is assigned only to 

competent persons who are qualified to 

exercise leadership.  Where drills are 

conducted between 9 PM and 6 AM a coded 

announcement may be used instead of 

audible alarms.     19.7.1.2

SS=C

1.  Based on record review and 

interview, the facility failed to 

ensure fire drills were held at 

varied times for 1 of 3 employee 

shifts during 3 of 4 quarters.  This 

deficient practice could affect all 

residents in the facility.

Findings include:

Based on review of the facility's 

fire drills since May of 2010 in the 

Trilogy Plant Operations Manual 

on 05/31/11 at 9:30 a.m. with the 

Maintenance Supervisor present, 

three of four third shift fire drills 

were held 1:00 a.m.  During an 

interview at the time of record 

review, the Maintenance 

Supervisor acknowledged the 

times of the third shift fire drills.

3-1.19(b)

K0050 F 0050There were no residents 

that suffered ill effects from the 

deficient practice.  All residents 

have the potential to suffer ill 

affects from the deficient 

practice.A yearly schedule has 

been developed with pre-set 

times of drills to ensure that 

varying times are utilized in order 

to make drills more 

effective.ED/designee will monitor 

drills monthly for 6 months to 

make sure the varying times have 

been done.  Results will be sent 

to QA x 6 months and any 

needed suggestions will be made.

06/16/2011  12:00:00AM
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2.  Based on record review and 

interview, the facility failed to 

ensure each documented fire drill 

included complete documentation 

of the transmission of a fire alarm 

signal to the monitoring company 

for 3 of 3 shifts during 4 of 4 

quarters.  LSC 19.7.1.2 requires 

fire drills in health care 

occupancies shall include the 

transmission of the fire alarm 

signal and simulation of 

emergency conditions.  This 

deficient practice could affect all 

residents in the facility.

Findings include:

Based on review of the facility's 

fire drills since May of 2010 in the 

Trilogy Plant Operations Manual 

on 05/31/11 at 9:30 a.m. with the 

Maintenance Supervisor present, 

eight of twelve documented fire 

drill reports available during all 

three shifts did not include 

information the monitoring 

company received the 

transmission of the alarm.  During 

an interview at the time of record 

review, the Maintenance 

Supervisor indicated the 

monitoring company was always 
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contacted before and after a fire 

drill was conducted during all 

shifts, but acknowledged some of 

the fire drill reports did not 

include this information.

3-1.19(b)

K0144 Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1.

SS=F

1.  Based on record review and 

interview, the facility failed to 

provide complete documentation 

for the testing of 1 of 1 

emergency generators providing 

power to the emergency lighting 

systems.  LSC 7.9.2.3 and NFPA 

99, Health Care Facilities, 

3-4.4.1.1(a) requires that monthly 

testing of the generator set shall 

be in accordance with NFPA 110, 

the Standard for Emergency and 

Standby Power Systems.  NFPA 

110, 6-4.2 requires generator sets 

in Level 1 and 2 service shall be 

exercised under operating 

conditions or not less than 30 

percent of the EPS (Emergency 

Power Supply) nameplate rating at 

least monthly, for a minimum of 

30 minutes.  NFPA 99, 3-5.4.2 

requires a written record of 

K0144 F 0144There were no residents 

that suffered ill effects from the 

deficient practice.  All residents 

have the potential to suffer ill 

affects from the deficient practice. 

The maintenance supervisor has 

been in-serviced on the proper 

way to do the 3 phase generator 

test that includes the start and 

stop times and has developed a 

form to include the start and stop 

times of each test.There has 

been a remote shut off installed 

outside of the generator.

06/16/2011  12:00:00AM
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inspection, performance, 

exercising period and repairs shall 

be regularly maintained and 

available for inspection by the 

authority having jurisdiction.  This 

deficient practice could affect all 

residents, as well as staff and 

visitors in the facility.

Findings include:

Based on review of the facility's 

Generator Log on 05/31/11 at 

9:50 a.m. with the Maintenance 

Supervisor present, the generator 

log form documented the 

generator was tested monthly 

under load since May of 2010, 

however, there was no 

documentation on the form that 

showed a start and stop time for 

each test, and only one phase of 

the three phase generator was 

documented during each test.  

During an interview at the time of 

record review, the Maintenance 

Supervisor confirmed the monthly 

generator log did not include 

documentation to show the start 

and stop times and the other two 

readings of the three phase 

generator.
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3.1-19(b)

2.  Based on observation and 

interview, the facility failed to 

ensure 1 of 1 emergency 

generators was equipped with a 

remote manual stop.  LSC 7.9.2.3 

requires emergency generators 

providing power to emergency 

lighting systems shall be installed, 

tested and maintained in 

accordance with NFPA 110, 

Standard for Emergency and 

Standby Power Systems.  NFPA 

110, 1999 edition, 3-5.5.6 

requires Level II installations shall 

have a remote manual stop station 

of a type similar to a break-glass 

station located elsewhere on the 

premises where the prime mover 

is located outside the building.  

NFPA 37, Standard for the 

Installation and Use of Stationary 

Combustion Engines and Gas 

Turbines, 1998 Edition, at 8-2.2(c) 

requires engines of 100 

horsepower or more have 

provision for shutting down the 

engine at the engine and from a 

remote location.  This deficient 

practice could affect all occupants 

in the facility.
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Findings include:

Based on observations on 

05/31/11 between 10:25 a.m. and 

11:45 a.m. during a tour of the 

facility with the Maintenance 

Supervisor and the Administrator, 

a remote shut off device was not 

found for the generator.  Based on 

interview at 11:45 a.m., the 

Maintenance Supervisor 

acknowledged the generator was 

over 100 horsepower, and further 

indicated there was no remote 

shut off device for the generator.

3.1-19(b)
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